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THE FAUCIAL TONSILS AS A FOCUS FOR SyS
TEMIC INFECTION.*

By G~ORGE E. SHAMBAUGH, M. D.,

CHICAGO.

The close relation between acute rheumatic fever and sore
throat has long been' recognized. Formerly it was often as
sumed that the sore throat occurring in connection with acute
rheumatism was but a local manifestation in the pharynx of
the general systemic condition. It is now generally believed,
however, that the sore throat in these cases represents the focus
of entrance for the systemic infection. Furthermore, it is now
quite generally recognized that sore throat, for the most part
acute tonsillitis, is very often the immediate cause for other
systemic infections such as acute endocarditis and acute nephri
tis. It has not been so generally appreciated that the faucial
tonsils are very frequently the focus for chronic systemic
infections such as chronic arthritis, commonly known as
arthritis deformans, chronic neuritis, cardiovascular degenera
tion and chronic nephritis.

In the Archives of Internal Medicine} April, 1912, Dr. Frank
Billings, of Chicago, discusses the subject of "Chronic Focal
Infections and their Etiologic Relations to Arthritis and
Nephritis." This work was done on patients in the Presby
terian Hospital of our city, and it has been my privilege to
examine the throats of many of them and to enucleate the
faucial tonsils in certain of the cases where these structures
were suspected of harboring foci for the systemic infection.
The observations on these cases, and on a large number of
other cases of focal systemic infection referred to me during
the past few years, have impressed on me certain facts. First,
as regards the relation of the faucial tonsils to systemic infec
tion: second, as regards the conditions found in the tonsils in
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cases where these structures were clearly shown to harbor foci
for systemic infection, and third, as regards the proper treat
ment for tonsils suspected of containing foci producing sys
temic infection. In this paper I wish to discuss briefly some
of the conclusions which I have reached regarding these ques
tions.

In the first place, I believe that the general practitioner, as
well as the specialist, has not, as a rule, fully appreciated the
importance of the relation existing between infections, acute
as well as latent, of the faucial tonsils and certain systemic
conditions. I believe that in general the importance of this
relation has been more fully appreciated by the leading intern
ists than it has by the specialists. This is, perhaps, to be ex
pected, because the consulting internist is the one to whom
such cases are referred. The internist is, moreover, familiar
with systemic conditions caused by other foci of infection.
such as abscess of the gums, chronic appendicitis, infection of
the genital tract, cholecystitis, etc. The internist is, therefore,
prepared to recognize in a structure like the faucial tonsil,
which is so frequently the seat of violent acute streptococcus
infection, 110t only the source for acute systemic infection,
such a; acute rheumatic fever, acute endocarditis and nephritis,
but also the seat of persistent latent chronic foci of infection
capable of causing chronic arthritis, chronic neuritis, cardio
vascular degenerations, nephritis, etc. The attention of the
specialist, on the other hand, is naturally centered more on the
purely local conditions. He cannot be expected to have that
fuller appreciation of the systemic conditions which experi
ence brings to the internist. It is so easy for the specialist to
conclude that because he has not in his experience recognized
systemic conditions resulting from tonsil infection, therefore
these systemic conditions do not result from disease of the
tonsils. No greater mistake in reasoning than this can be
made. It would be just as logical for an otologist to assert
that because he has never seen a brain abscess develop in
any of his cases of purulent otitis media, therefore purulent
otitis media is not the chief cause of brain abscess. Dr.
Billings (1. c.) states: "There can be no other reason for the
prevalence of rheumatism found in childhood than the fre
quency of local infections in the throat and nose. Quite as
frequently children have endocarditis without other symptoms
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of rheumatic infection, which has its source in the throat. I
think anyone who has noted the difference in the physical
and mental make-up of a child before and after the removal
of large amounts of lymphoid tissue in the throat, must be
convinced that the change is due not only to a better air
space, but also probably to the removal of a constant, even,
though it maybe slight, systemic infection."

As regards the appearance of the faucial tonsil which is a.
focus for systemic. infection, it is quite clear that the size
of the tonsil is no index of the menace this structure may be
to the individual. A large tonsil is often chronically diseased.
or the seat of repeated violent acute infections and, therefore,
a constant menace as a focus for systemic infection. On the·
other hand, one sees a great many very large tonsils where·
the whole appearance is one of simple hypertrophy, and where
there is no history of attacks of acute tonsillitis. The danger
from tonsils of this type is, as a rule, very slight when com
pared with the danger from a small tonsil which is subject to
repeated acute infections. At the same time the children with
these enormous, apparently harmless, faucial tonsils often do
appear illnourished and generally below par. Very frequently,
too, in such cases the removal of the tonsils results in such
an immediate and astonishing improvement in general health
that it can hardly be accounted for except on the assumption
that these enlarged, harmless appearing tonsils often contain
foci for a mild systemic infection. The enlarged tonsil in
the adult, which I have come to regard with suspicion as the
possible focus for chronic systemic infection, is often more
or less edematous and congested. The surface is more irreg
ular, caused at times by deep ragged fissures, at other times
by swelling of the parenchyma between the meshes of hyper
trophic connective tissue stroma. In many of the tonsils there
are dilated crypts containing the characteristic foul smelling,
cheesy deposits whi~h in many cases from time to time produce
circumscribed acute infection, as shown by the local congestion
and soreness. At such times the patient experiences more or
less general malaise and dullness. Not infrequently one can,
by pressing on the base of a tonsil, express from the depth
a creamy fluid exudate which is largely pus, often filled with
virulent streptococci. These enlarged tonsils in the adult are
frequently quite fibrous and hard, but in some the swelling is
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largely of the parenchyma and the tonsils remain soft and
compressible.

Another suspicious type of tonsil frequently met with in
adults is the very small fibrous tonsil. This condition is found
in individuals who, for many years, have been subject to a
great many attacks of acute tonsiIIitis. I have several times
removed tonsils which were so shrunken as to represent scarce
ly more than a thin band of fibrous scar tissue, from which
the macroscopic evidence of parenchyma had been largely
eliminated and where the structure was so firmly adherent to
the underlying tissue that it could not be puIled out of its
bed, as is done before dissecting the tonsil free from the pil
lars. The patient is often not aware that the recurring at
tacks of sore throat are in reality recurring attacks of acute
infection in the faucial tonsils. It is only by seeing the pa
tient during an attack of sore throat that the real character
of the trouble can be diagnosed. The amount of local dis
comfort, as weIl as the general symptoms, fever, headache,
etc., are, as a rule, not very severe as compared with attacks
of acute tonsil infection occurring in an enlarged faucial ton
sil. I have seen a number of cases of chronic arthritis and
chronic neuritis occurring in patients who had for years suf
fered from this type of tonsil trouble, where each fresh attack
of tonsiIIitis was followed in a few days by an acute exacerba
tion of the chronic systemic infection, and where the enucle
ation of the small insignificant looking fibrous tonsils resulted
in at complete cessation of attacks of acute sore throat as weIl
as a disappearance, of the chronic systemic infection and a
remarkable improvement in the patient's general health.

Everyone is familiar with the smaIl tonsil embedded under
a fold from the anterior pillar and the tonsil with a deep hori
zontal fissure separating the upper from the middle thirds,
and with the fact that such tonsils are unusually susceptible
to acute infections which, therefore, especiaIly predispose
them to the development of latent foci capable of causing sys
temic infection.

There is another type of faucial tonsil that I have learned
to regard as a frequent source for systemic infection. This
is the tonsil stub remaining after partial removal or where
the tonsil has been subjected to ignipuncture or surface cau
terization. In these cases the surface scar seems often to
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predispose to the retention of infection in the pockets of the
remaining stub, causing repeated attacks of acute tonsillitis
as well as systemic infection.

Occasionally one observes near the surface of the tonsils a
sealed pocket filled with yellow pus. The tissue immediately
surrounding such a pocket of pus often shows from time to
time an acute reaction with"swelling and congestion. On the
other hand, such pockets are often observed when there is no
evidence of an acute condition in the tonsils which would.
suggest tonsil infection. Pockets of this sort in the faucial
tonsils frequently constitute the foci for chronic systemic in
fection. The size of the pocket of pus is not an important
factor. Small foci seem to be as dangerous as a larger ab
scess. It is often overlooked that such foci may develop in
the depth of a tonsil. As a matter of fact, one discovers
such foci much more frequently near the bottom of the tonsil
than near the surface. It would seem that the foci develop
ing near the surface of the tonsil find an opening and heal
more readily than when they develop near the bottom of the
crypts. The presence of latent foci can sometimes be sus
pected from the appearanec of the tonsil as described above.
On the other hand, I have often been surprised after removal
of a tonsil suspected of causing systemic infection to dis
cover near the base a pocket of pus, when neither the surface
appearance of the tonsil nor the history suggested tonsil in
fection. Such experiences have taught me not to be too dog:
matic in asserting that a tonsil may not be the focus for sys
temic infection simply because there is nothing suspicious in
its appearance. "

In this connection I wish to call attention to a condition
which may occasionally follow what seems to be a complete
enucleation of the tonsil. This is the formation, in the pro
cess of healing and contraction, of a small fistula which later
may become the seat of an acute purulent infection with a
circumscribed abscess formation in the bottom of the fistula.
This condition I have seen in three cases. In two of the
cases the abscess was located about the middle of the tonsil
region, and the acute reaction occurred more than a year after
the tonsil enucleation. In the third case the fistula was ob
served three months after the tonsil operation. There had
been no acute symptoms, and the fistula led to a small cyst the
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size of a pea, filled with pus containing staphylococcus, and
located in the region of the supratonsillar fossa.

Chronic foci of infection in the faucial tonsil, just as such
foci occurring elsewhere, represent a condition which has had
its origin in some acute infection. In most of the cases the
patient gives a history of such acute infections, consisting in
attacks of acute tonsillitis. In many of the cases with chronic
foci in the tonsils there may not have been an acute attack of
tonsillitis for a number of years. In all cases of chronic sys
temic focal infection, where the competent internist is unable
to discover evidence of foci elsewhere, the faucial tonsil should
be suspected. Usually when the tonsils are at fault there will
be a history of attacks of sore throat, tonsillitis, and a careful
examination of the tonsils will disclose evidences of chronic
infection.

As regards the proper treatment of faucial tonsils suspected
of harboring foci giving rise to systemic infection, this should
be the same as the treatment of such foci of infection occur
ring elsewhere in the body. The treatment consists in the
thorough removal of the suspected foci. In the case of the
faucial tonsils, I know of but one way by which this result can
be assured. This consists in the thorough enucleation of the
faucial tonsils. Whatever theoretical arguments may be urged
against tonsillectomy as a routine procedure, when operating
on enlarged faucial tonsils in children, such arguments should
not prevent us from the thorough enucleation of faucial ton
sils, whether they be large or small, when these structures are
suspected of harboring foci causing systemic infection. Only
in those cases, especially in adults, where the danger of a se
rious bleeding is increased because of a high blood pressure
or a slow coagulation time, should the enucleation of the tonsil
give place for less radical measures. Here we must be con
tent with efforts to cleanse the tonsil pockets and possibly
also with cautiously slitting them open. Surface cauteriza
tion or ignipuncture should never be resorted to, as these only
tend to increase the trouble.

The enucleation of the faucial tonsils in children requires
a general anesthesia. In adults I prefer, as a rule, to do the
operation under local anesthesia, for the following reasons:
The operation can be done with the patient in the upright po
sition; the annoyance from bleeding is very much less; the
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operation can be done with less traumatism to the surrounding
structures, and the discomfort from soreness is less than
where general anesthesia is employed. All cases are oper
ated at the hospital. The patient remains at the hospital over
night, or for several days if he wishes. I begin usually about
2 p. m. When local anesthesia is to be used the patient goes
without lunch in order to decrease the discomfort from gag
ging while working in the throat. A hypodermic containing
one-sixth grain of morphin with atropin is given just before
the patient is brought up to the operating room. I use a 5 per
cent solution of cocain in 1/1000 adrenalin, rubbed over the
attachment of the tonsil. A one-half per cent solution of
novocain, to which a few drops of adrenalin are added, is
freely injected under the mucous membrane along the margin
of attachment on the tonsil on both the anterior and posterior.
pillars. A deep injection of this solution is made in the
lymphoid tissue at the lower part of the tonsil, and another
is made in the base of the tonsil directly through the anterior
surface of the soft palate. This part of the work is done
deliberately, and both tonsils are prepared for operation before
an incision is made. I have used this method for over three
years and have never seen any symptoms of poisoning such
as an injection of even a small amount of cocain usually pro
duces. Both tonsils are dissected free from the pillars before
either is removed with the snare. In most cases the only part
of the operation that is at all painful is when the snare is being
used. For this reason it is important that the difficult part of
the operation, the freeing of the tonsils from the pillars, should

_be done before either tonsil is enucleated. After a patient
has once been hurt by the removal of one tonsil, he may be too
nervous to allow the careful freeing of the second tonsil from
the pillars. The separation of the tonsils from the pillars is
accomplished with the least discomfort to the patient by using
a straight scalpel, very sharp and with a rounded end. I find
that in separating the left tonsil from the posterior pillar and
the right from the anterior pillar, it is an advanatge to hold
the scalpel in the left hand while the tonsil forceps are held
in the right hand. The patient holds the tongue depressor.
The snare to be used when removing the tonsils under local
anesthesia should be one t nat can be closed instantly if desired;
The slow closure of the rnare is often too painful when local
anesthesia is employed.


